Strangled rectal prolapse, the rare disease, is a proctological emergency. Its management is controversial. When it is not reducible and signs of ischemia are present, the Altemeierperineal rectosigmoidectomy remains the best treatment. This study aimed to report our experience on the management of strangled rectal prolapse about 1 case in a 45-year-old man, a holder of a rectal prolapse for 2 years. On admission, he had strangled prolapse for 24 hours with edema. After a vain attempt of manual reduction and installation of necrosis after 48 hours, he had an Altemeier rectosigmoïdectomy. The postoperative course was uneventful and the patient was discharged on the 6th postoperative day. The results were very good, after one year follow-up.
INTRODUCTION
Rectal prolapse is an intussusception of the rectal wall leading to its expression more or less complete [1] . It is perceived as degrading disability, often unacknowledged. The type of ulcer complications, strangulation or evisceration is rare but is proctological emergencies whose treatment is usually surgical. However, there is no consensus yet on the therapeutic method to use.
The purpose of this study was to report our experience on the management of the strangled rectal prolapse treated by the Altemeier technique in a patient.
CASE REPORT
Mr. A. BA, 45 years old, was the bearer of anal swelling, painless and reducible, evolving over the past two years with the proctalgia, episodes of rectal bleeding and constipation.
He was admitted to our department for painful and irreducible rectal prolapsed evolving for 24 hours. On examination, the mucous membranes were pale, blood pressure, temperature and pulse were normal. At the anus, there was a prolapse strangled, edematous, dark red measuring 13 cm long by 8 cm wide (Figure 1) .
The complete blood count showed anemia at 7 g/dl and a hematocrit of 29%. Blood glucose was normal.
Given the failure of the manual reduction and installation of necrosis during the transfusion (Figure 2) , we decided to perform a recto-sigmoïdectomy followed by anal banding.
The surgery was done under cover of antibiotic prophylaxis based on cefotaxime and metronidazole, but also a transfusion of 2 bags of blood group iso-and iso-Rh.
The intervention was initiated through an anterior incision on the prolapse and continuing through the entire thickness of the wall ofrectum (Figure 3) .
Resection of 45 cm of the rectum and sigmoid was performed followed by a colo-anal anastomosis with absorbable suture braided. The operation ended by anal strapping with an absorbable suture. Antibiotics and sitz baths were prescribed after surgery.
The postoperative recovery was uneventful with bowel function recovery on 2 nd post-operative day and he returned home on day 6 postoperatively.
After one year follow-up, the patient showed no recurrence or incontinence or anal stenosis (Figure 4) . that interests all or part of its various tunics, in a thrust and resulting in its expression more or less complete through the anus [1] [2] [3] . Its incidence seems low but it would be rather underestimated because patients rarely consult and "suffer in silence" [1] . There are two etiopathogenicforms: the older woman one, the most common, due to an abdominal hypertension related to childbirth or terminal constipation, forming part of a global disorder of pelvi-perinealstatics; and isolated rectal prolapse with a solid perineum described in young adults and is mainly due to a lack of fixation of the rectum [1, 3, 4] .
Complications such as strangulation are rare and require emergency reduction [1] . The strangled rectal prolapse has two clinical forms:
• Sthenic form, the rarest, came after a violent effort, for example an accidental fall. Intense back and abdominal pain, ceaseless tenesmus, dysuria quickly alarme the patient; • Asthenic form, the most common, occurs readily in the elderly, long obsessed with defecation problems. The prolapse is old and has sometimes necessitated reduction maneuvers. The diagnosis may then be delayed: the onset is insidious, more dull pain with heaviness and mental disorders frequently complicate the interpretation of symptoms [1] . In one case as in the other, the essential sign is irreducibility painful of prolapsed rectum. It is edematous, swollen mucosa is purplish red. Rapidly this initial stage is passed, the mucosa becomes cyanotic and sweating is abundant and fetid [1] .
There is yet no formal consensus on the technique to use and very few references were found on the management of rectal strangled prolapse [5, 6] .
Several external maneuvers have been described for the reduction of strangled prolapse: ordinary table sugar for its drying effect on tissue edema, the wet bathing and elastic compression wrap [5] [6] [7] [8] . These actions are effective if done before the swelling becomes too great. They must be performed under general anesthesia, gently to avoid the prolapse breaking, source of evisceration [2, 8] .
Several surgical techniques have been described with the goal of the anatomical anomaly correction and to restore normal anorectal physiology. We distinguish techniques of resection, fixation or a combination of both. The approach may be perineal or abdominal, by laparotomy or laparoscopy [1, 2, 9] . Abdominal rectopexy techniques such as those Ripstein (anterior rectal sling), Wells (posterior rectal) or Loygue Orr (latero-rectal) are most used. Randriamananjara et al. call first for a colostomy to allow resorption of edema, before proceeding to a rectopexyOrr Loygue [5] . By perineal approach, the interventions of Delorme (mucosectomy and rectal muscle plication) and that of Altemeier (rectosigmoïdectomy with or without colostomy) are most frequent.
When the prolapse is not reducible and signs of ischemia are present, surgery is needed. In this case, the technique of choice remains the perinealproctosigmoidectomy by Altemeier and the results are satisfactory [2, [10] [11] [12] . Ramanujam operated 8 patients for strangled rectal prolapse by the Altemeier technique and obtained 6 good results and 2 cases of anastomotic leakage requiring a colostomy with good evolution. In the long term, no recurrence was observed [12] .
In our case, the attempt of conservative treatment by manual reduction has led to the onset of necrosis, thus justifying the implementation of the Altemeier technique whose results were good after 1 year of follow-up.
CONCLUSIONS
Although rare, strangled rectal prolapse is a proctological emergency. Its management should suffer no delay to minimize the risk of the onset of necrosis.
Its treatment, although non-consensual, must begin with an external reduction attempt. If this fails, the surgical treatment by the Altemeier technique remains the most appropriate.
